After an experience of 325 cases of tonsillectomy operated upon under local anesthesia (or, more properly, analgesia), I am convinced that it is the method of choice in most adult cases, and a great many selective cases in children over twelve years of age.
The ages of the cases recorded ranged from eight to fiftyfive years. The loss of blood was almost nil, the largest amount being not over two ounces, while in the majority of cases the operation was practically bloodless. In onfy one case was there delayed hemorrhage, which was brought about by forcible clearing of the throat an hour after the operation. In this case, the hemorrhage, which came from the venous plexus at the base of the tongue, was readily controlled by compressing with gauze, impregnated with glycerite of tannin. In no case was there secondary hemorrhage. In 7S per cent of the cases the operation was painless; the remainder complained of slight pam during the momentary compression of the snare wire.
The "after-pain" was no more severe than that which follows a tonsillectomy under a general anesthetic. And convalescence was shorter than when a general anesthetic is used, as the shock consequent upon the latter was absent.
The technic of the operation does not differ very materially from that followed by many operators, except in the method of injecting the anesthetic solution, but this is one of the principal factbrs in bloodless and painless tonsil enucleation.
In preparation for the operation, a sufficiently thorough general examination should be made to assure knowledge of the functioning power of the heart, lungs and kidneys, and to note the coagulating power of the blood. If coagulation time of the blood (70 minutes) be above normal, calcium lactate is administered in 15 grain doses t. i. d. for three days before the operation. Hemophilia should be ruled out as far as possible, by the history. It is better not to remove the tonsils of women and young girls when menstruating, as they are more liable to bleed at that time. Operation should not be performed upon a tonsil that is acutely inflamed or when there is any sore throat.
Half an hour before the operation a hypodermic is given, or 1/6 grain of morphin and 1/150 grain of atropin. The atropin diminishes the amount of secretion in the throat and counteracts the effect of the cocain which is used in swabbing the throat.
The tonsils, pharynx, soft palate and base of the tongue are painted with an 8 per cent cocain solution at intervals of two or three minutes, for three or four applications.
The tongue is depressed with a Pynchon depressor in the hands of an assistant, care being taken that the base of the tongue on the side to be operated upon is pressed downward and forward by tilting the end of the depressor blade downward and slightly toward the tonsil to be removed.
The tonsi'l is grasped very firmly at its upper and lower poles by forceps which will not loosen or tea,r out. For this purpose I have devised a modification of Tyding's forceps with saw shaped teetl~, set at an obtuse angle. These teeth are forced deeply -into the tonsil, and engage the fibrous trabecula, thus giving a firm hold. The forceps have' a strong locking device. Then, after being grasped securely. the tonsil is drawn firmly toward the median line, so as to raise the gland from its bed (fossa tonsillaris) and to render the faucial pillars taut. The space between the tonsil and superior constrictor muscle, which is made by tension on the tonsil, is flooded with from 20 to 3 drams of a 0 per cent solution of pro--cain (novocain) solution or one of its substitutes, to which is added a few drops of 1 :lOOO adrenalin solution.
Caution should be used in the administration of such a potent remedy as adrenalin, for I am inclined to believe that some of the harmful results attributed to cocain or its substitutes may be due to the action of adrenalin when used in combination. The idea in flooding the tonsillar fossa is to force the superior constrictor muscle away from the tonsil; and with it, the tonsillar, ascending and descending palatine arteries which course along the outside of the muscle, before they, supply numerous small twigs to the outside of the gland.
This hydraulic dissection not only lessens the danger of cutting large vessels, but many bran'ches of nerves entering the tonsil are reached more effectually than by injecting at certain points. Again, the small arterial tonsillar branches which pierce the superior constrictor are blocked off by the adrenalin.
The technic of injection is to insert a long needle of i1 Pynchon or other syringe through the base of the taut anterior faucial pillar until the space behind the tonsil is encountered, when a portion of the solution is injected. The needle is withdrawn, and the operation is repeated at three points, from the upper to the lower ends of the' anterior pillar. A few drops of solution should also be injected into the peritonsillar fossa at different points, to enhance anesthesia, by blocking the nerve plexus known as the circulus tonsillaris. About ten minutes should be allowed for the action of the anesthetic, when the tonsil is grasped as before, and drawn firmly toward the median line. The taut anterior pillar, with the plica triangularis bridging it to the tonsil, may be outlined. The plica is carefully separated by nicking it at the upper third of the ton&il with a Day angular tonsil knife and, with the flat surface hugging the tonsil, and cutting edge forward, the incision is prolonged into the anterior-tonsillar fossa, and continued downward in this fossa to the inferior tonsil pole. The knife is reversed and-the plica separated, from the original incision to the posterior part of the supratonsillar fossa. Care should be taken not to cut into the anterior pillar or the tonsil. This is not difficult, if the tonsil is kept on the stretch when the knife is being used.
Cutting the anterior pillar endangers the dorsalis lingual artery, and mutilation of the gland makes it difficult to do an intracapsular operation. If further separation of the tonsil is desired, a dull dissector or back of the knife may be used, after separation of the plica. On no account should separation of the posterior pillar (which contains a branch of the ascending pharyngeal artery and a large vein)' with a knife or dissector be attempted, as the snare will peal the tonsil from the posterior pillar without danger to its vessels better than by dissection.
. The tonsil having been freed from its supratonsillar and anterior pillar connections, a number eight snare wire is slipped over the locked forceps and pulled down to a size that the tonsil will about fill. This loop is insinuated back of the tonsil, with canula at the anterior and upper third of the gland; with 'quick pressure the tonsil is enucleated, and drops out in the grasp of the locked forceps. The fossa tonsillaris is swabbed with glycerite of tannin to further seal the vessel mouths. The patient is returned to his room, propped up in bed at an angle of forty-five degrees, and given pellets of ice to dissolve in the mouth for ·the relief of the after-pain.
